Response to Baca
To the Editor:--We appreciate the opportunity to respond to the letter by Baca et al.
While our figure did show that the intervention group more often reported that they were "more likely to prescribe opioids" after the training (intervention 30% vs control 10%), this occurred in a minority of both groups, was not a statistically significant difference, and was not the intended purpose of the training. The training was intended to improve the quality of opioid care when deemed clinically appropriate. It did not address the appropriateness of opioid use (other than to discourage it in the presence of substance abuse), because this is a highly controversial area of practice with a rapidly evolving database.
Long clinical tradition and a substantial research literature supports our assertion that methadone is "the long-acting opioid least prone to abuse."1 Increased rates of opioid-related deaths in recent years have been reported in various states, including our own. 2 These have occurred as prescription opioid availability has increased. Abuse of opioids has generally increased, but abuse is most prevalent with Oxycontin and hydrocodone, not methadone. 3 There may be special problems with methadone safety due to the need for complicated dose conversion from other opioids and due to the fact that patients may not understand that "as needed" dosing is not safe or effective with methadone. 4 We agree that the efficacy and safety of long-term opioid therapy for chronic pain remains to be demonstrated, especially for the psychiatrically vulnerable patients who are likely to receive long-term opioids in clinical practice. We have recently shown using population-based data that patients with psychiatric disorders are significantly more likely to receive opioids for chronic pain. 5 While it is likely not permissible to deny opioid treatment to all patients with chronic nonmalignant pain, more research is clearly necessary to define when and how to use opioids to maximize benefit for patients with this pain.--Mark D. Sullivan, MD, PhD, Janis Leigh, BA, Barak Gaster, MD, University of Washington, Seattle, WA, USA.
Context Matters, But Let's Not Go Too Far
The commentary offered by Regehr 1 serves a useful purpose in reminding medical educators and medical education researchers that we often tend to overestimate the power of stable individual factors to predict behavior, whether that be the clinical behavior of physicians or that of people in general. In drawing attention to issues such as ease specificity in problem solving, he reminds us that we cannot blithely assume that physicians act consistently from one situation to another, and he comes to a most reasonable conclusion in stating that "context matters."
However, Regehr does a disservice when he goes a step further to pit the 2 factors, situation and personality, against one another. When Regehr states that "situation trumps personality" he sets UP an unproductive dichotomy that parallels the debate as to whether nature or nurture is more important. In citing the literature in social psychology, Regehr omits what is perhaps its single most basic principle. As stated by Kurt Lewin, 2 the first great thinker in that field,
B =f(P, E)
(1) behavior is a function of the person and the environment. As backed by nearly a century of empirical research, this suggests that we understand and account for behavior best when we consider the interaction of personal predispositions (e.g., attitudes, personality) with the power of the situation. Rather than focus on which of these 2 factors is more powerful, it is far better to consider the domains in which each may play a powerful role, and to harness the influence of person and situation for the betterment of patient care.
An arena in which we ought not completely dismiss personal consistency is that of communication and physician-patient interaction. Although physicians (and patients) definitely vary their behavior according to the needs of the situation, a large body of research exists demonstrating that physicians are predisposed to enact certain communication styles. For instance, using a complex scoring system of 2,500 audiotaped patient visits, Byrne and Long 3 found that physicians enacted a consistent interpersonal style with a wide variety of patients who presented a wide variety of symptoms. Roter et al. 4 characterized physicians' communication patterns into 1 of 5 clusters, and found that half of the physicians studied used only 1 pattern for the majority of the visits studied. Noting that physicians often did adapt their behavior to the demands of patients, Street 5 nonetheless found evidence for overall stylistic differences among physicians in areas such as relationship building, information provision, and positive socio-emotional behavior; and Shields et al. 6 have reported that "emotional communication style" tends to be consistent from one patient to another. In other research specifically focused on measuring various skills across patients,
